MISSOURI DIVISION OF HEALTH — STANDARD CERTIFICATE OF DEATH . !'2_!322274

——
DEPARTMENT OF PUBLIC HEA H AND WELFARE
et .I.'l' A ) ) . o go ? / z STATE FILE NUMBER
DO NOT WRITE AMENDED e%f_l_!r?fton E.i_l.tncf No. oo ____Primary Registration District No, _____F 5= _ I.-_Reqi:rrar‘x No. 4% _—
ON THIS STUB i :
1. PLACE OF DEATH | 2. USUAL RESIDENCE (Whera decessed lived. |f institulion: Residence before
VS 300 a a. COUNTY Cass a. STATE Mis SOU.I‘ib COUNTY Cass admission)
Rev. 4/59 2 b CITV (i outiide corporate Imirs, give JOWNSHIP only) Eength of stay in 1b <. Y intide Limits
Z . of
, z oWN Harrisonville 2 hours own Garden City Yes O No X
. FULL NAME OF (i) NOT in hospital, give location) Tnsids Limit d. STREET I cutside, gi T Rew
Q {22 ",’_" :"r%i"l’}r{ﬁ%o%ﬂ \ :" 3 i {If cuiside, give location) eside on Farm
2,90 < Memorial Hospitsal e Ne DD 5 miles North Yerqd No O
3 / 3. NAME OF DECEASED First Middle Last 4. DATE Manth Day Year
{Type or print) F
p Alfred Lloyd Yoder DEATH 6 25 1962
J7) 5. SEX &, COLOR OR RACE 7. Married {Jr Never Married [J |8. DATE OF BIRTH | 9- AGE {lost birthday) | IF UNDER ] YEAR IF UNDER 24 HR
Widowed [] Divarced ] L Manths | Days Hours Min.
5 g White 3/23/1898 67
10a. USUAL OCCUPATION (Give kind of work done | 10b. KIND OF BUSINESS OR INDUSTRY| 11. BTRTHPLACE (City and state or country) | 12. CITIZEN OF WHAT COUNTRY
& o ing most of working life, even if retired) .
z armer Farming Gunn City, Missouz;; U.S.A.
7 = 13a. FATHER'S NAME 13b. MOTHER'S MAIDEN NAME 14. NAME OF HUSBAND OR WIFE
- 0 D
8 Bt Daniel F. Yoder Fanpie Troyer Zells Yoder
Z :‘g 15. Was DECEASED EVER IN U.5. ARMED FORCES? lo N 17, INFORMANT Address
{Yes, no, or unknown){ (If yes, give war or dates of serv e
UWap.l e vea WA 5 [Mra, Zella Yoder Garden Cilty,Mo.
g — [I-4 Cfl.lSE OF DEATH (Enter only one cause per lin€vgegaz oz aro o INTERVAL BETWEEN
10 5 PART 1. DEATH WAS CAUSED BY: ONSET A DEATH
2 o z IMMEDIATE CAUSE () 2N ~ ‘5‘“/% -
1 O ¢
: g 8 / /LA k@”
12 o u<.r (=] Conditions, if any, DUE 1O {b) W
/- ) n B thlr.h gave me( t;:
= above cause (&),
13 EE Z stating the under-
{ -0 lying cause last. DUE TO (q)
% g PART IL Q'IHER SIGNIHCAN'F C_ONDITIONS CONTRIBUTING TO DEATH but not related tfo the terminal PART I |f deceased was female was
- = disease condition given in PART | (a) there a pregnancy in last 90 days.
= h ]
s U “ [ Yes I O Ne (D Unknown
E E 19. :ME’AS AlgEaD?SY 20! ACCI ENT" WICIDE HOM&CIDE 20b. DESCRIBE HOW INJURY QOCCURRED. (Enter nature of injury in PART | or PART il of jtem 18.)
[a] I¥] -
YES NO
4 o
w <
z = NI, R 20c. TIME OF Hou Momh, Day, Year |
« O[3 | | % ge| ™ m
m |-
= [} e . | T90d. INJURY OCCURRED 30s. PLACE OF INJURY (e.9,, in or about home, | ZOF. CITY, TOWN, OR LOCATION COUNTY STATE
= 3 ﬁ\ . % WHILE AT WORK [J farm, factory, atreet, office bidg., etc.)
b - %‘ Ol NOT WHILE AT WORK [
of Of (] 3
(7] -~ ] 2
S o (=] é 21. | sttended the deceased from, 9 g ;‘ Q 2 _ép_A.S___L_end last saw hlmnllve on / Pl ._S‘ é
@ =
w ; 9 Death occurred at ’-] / / . a /_n{ on the date stated above, and to the best of my knowledge, from the causes stated.
) -
g E 8 8 278, SIGN i 22b. .‘:DD ESS 22¢. DATE SIGNED
=R E | . _ g B o 56z
- g 27a. BIEJRQVL:\L rEMATIO OF CEMETERY OR CREMATGRY © 23d. LOCATION (Cirty, town, or county) {State)
S fa REM peci
z & Burial Camatery Garden City, fisgsouri
= < ] "24. FUNERAL DIRECTOR DDRESS 25. DATE RECD. BY LOCAL REG. | 26. REGISTRAR’S SIGMATURE
vy ) p — e
= s .
= o - e EI”!!! 31_ {g&
r's Statement on Reverse Side)

(Licensed Embalr‘ i




962 Cf%}&

STATEMENT BY LICENSED EMBALMER

| hereby certify that the body whose name is recorded on the reverse side of this certificate was embalmed by me,

(2 Student Embalmer No.

working under my personal supervision,
Student, Signeer

Signature of Student Embalmer

Licensed Embalmer No, ‘ f

e
P. O, Address %]

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failure to comply
with the above constitutes grounds for revocation of license).

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

If this body is not embalmed, fact should be so stated above.
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